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Abstract
Despite international recognition of the importance of healthcare management in the development of high-performing 
systems, the path by which countries may develop and sustain a professional healthcare management workforce has 
not been articulated. Accordingly, we sought to identify a set of common themes in the establishment of a professional 
workforce of healthcare managers in low- and middle-income country (LMIC) settings using a descriptive case study 
approach. We draw on a historical analysis of the development of this profession in the United States and Ethiopia to 
identify five common themes in the professionalization of healthcare management: (1) a country context in which 
healthcare management is demanded; (2) a national framework that elevates a professional management role; (3) 
standards for healthcare management, and a monitoring function to promote adherence to standards; (4) a graduate-
level educational path to ensure a pipeline of well-prepared healthcare managers; and (5) professional associations to 
sustain and advance the field. These five components can to inform the creation of a long-term national strategy for 
the development of a professional cadre of heathcare managers in LMIC settings. 
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Background
Effective healthcare management is essential for the 
creation of a high performing healthcare delivery system.1-3 
A number of studies have demonstrated the link between 
management capacity and health systems performance,4-11 
and the lack of managerial capacity at all levels has been cited 
as a key constraint in the achievement of the Millennium 
Development Goals and other global health targets.12 
Healthcare management – defined as the process of achieving 
healthcare objectives through human, financial, and technical 
resources13 – includes strategic and operational management 
activities such as supply chain management, human resources 
management, performance management and improvement, 
financial management, and governance, without which 
resources cannot be effectively deployed to maximize health 
outcomes.14 
Healthcare management is particularly critical in the public 
sector of low- and middle-income countries (LMICs) where 
resources are inadequate and efficiency in their deployment 
is essential to meet the national and global targets for health 
outcomes. In many LMIC settings, physicians are called upon 
to fill healthcare management roles because of their level of 
education, respected status in society, and clinical/technical 
expertise related to the services being offered.15,16 However, 
physicians typically lack previous management-related 
training, mentorship, and professional development15 that 
would prepare them for these roles. Clinicians in managerial 
roles are often asked to simultaneously continue their clinical 
practice, a dual role associated with low job satisfaction, 
burnout, and attrition from the workforce.17,18 
Despite international recognition of the importance of 
healthcare management in the development of high-
performing systems,1-3 and the positive association between 
managerial training programs and healthcare quality,19-22 the 
path by which countries may develop and sustain a professional 
healthcare management workforce has not been articulated. 
Accordingly, we sought to identify a set of common themes 
for establishing and sustaining a professional workforce of 
healthcare managers in LMIC settings using a descriptive 
case study approach. This paper can catalyze reflection on 
broader efforts to build health care management capacity, and 
guide LMICs as they consider alternative strategies for health 
management workforce development as a critical component 
of health systems strengthening.
Setting
Over the past 10 years, Ethiopia has achieved significant 
progress toward global health targets, and is credited with 
ambitious investment in both hospital quality and access 
to primary care.23-25 To promote these improvements, the 
Ministry of Health prioritized the development of management 
capacity, with initial emphasis on hospital management.26 
This 10-year arc of national reforms provide an ideal context 
in which to study the emergence of a professional cadre of 
health care managers in an LMIC setting.
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In a recent contribution to the ongoing debate about the role of power in global health, Gorik Ooms emphasizes the normative underpinnings of global health politics. 
He identifies three related problems: (1) a lack of agreement 
among global health scholars about their normative premises, 
(2) a lack of agreement between global health scholars and 
policy-makers regarding the normative premises underlying 
policy, and (3) a lack of willingness among scholars to 
clearly state their normative premises and assumptions. This 
confusion is for Ooms one of the explanations “why global 
health’s policy-makers are not implementing the knowledge 
generated by global health’s empirical scholars.” He calls 
for gre ter unity betwe n scholars and between scholars 
and policy-makers, concerning the underlying ormative 
prem ses and gre r ope ness when it comes to advocacy.1
We commend the effort to r instate power and politics in 
global health and agree that “a purely empirical evidence-based 
approach is a fiction,” and that such a view risks covering up 
“the role of politics and power.” But by contrasting this fiction 
with global health research “driven by crises, hot issues, and 
the concerns of organized interest groups,” as a “path we are 
trying to move away from,” Ooms is submitting to a liberal 
conception of politics he implicitly criticizes the outcomes 
of.1 A liberal view of politics evades the constituting role of 
conflicts and reduces it to either a rationalistic, economic 
calculation, or an individual question of moral norms. This 
is echoed in Ooms when he states that “it is not possible to 
discuss th  politics of gl bal he lth without discussing the 
normative premi s behind the politics.”1 But hat if we 
take the political as the primary level nd the o mative as 
secondary, or derived from the political?
That is what we will try to do here, by introducing an 
alternative conceptualization of the political and hence free 
us from the “false dilemma” Ooms also wants to escape. 
“Although constructivists have emphasized how underlying 
normative structures constitute actors’ identities and 
interests, they have rarely treated these normative structures 
themselves as defined and infused by power, or emphasized 
how constitutive effects also are expressions of power.”2 This 
is the starting point for the political theorist Chantal Mouffe, 
and her response is to develop an ontological conception of 
the political, where “the political belongs to our tological 
condition.”3 According to Mouffe, ociety is instituted
rough co flict. “[B]y ‘the political’ I mean the dimens on of
antagonism whic  I take to be constitutive of human societies, 
while by ‘politics’ I mean the set of practices and institutions 
through which an order is created, organizing human 
coexistence in the context of conflictuality provided by the 
political.”3 An issue or a topic needs to be contested to become 
political, and such a contestation concerns public action and 
creates a ‘we’ and ‘they’ form of collective identification. But 
the fixation of social relations is partial and precarious, since 
antagonism is an ever present possibility. To politicize an issue 
and be able to mobilize support, one needs to represent the 
world in a conflictual manner “with opposed camps with 
which people can identify.”3 
Ooms uses the case of “increasing international aid sp ndi g 
on AIDS treatment” to illustrate his oint.1 He fra es the 
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 a rece t c tri ti  t  t e g i g e ate a t t e 
r le f er i  gl al ealt , rik s e asizes 
t e r ative er i i gs f gl al ealt  litics. 
e i e tifies t ree relate  r le s: (1) a lack f agree e t 
a g gl al ealt  sc lars a t t eir r ative re ises, 
(2) a lack f agree e t et ee  gl al ealt  sc lars a  
licy- akers regar i g t e r ative re ises erlyi g 
licy, a  (3) a lack f illi g ess a g sc lars t  
clearly state t eir r ative re ises a  ass ti s. is 
c f si  is f r s e f t e ex la ati s “ y gl al 
ealt ’s licy- akers ar  t i le e ti g t e k le ge 
ge erate  y gl al ealt ’s e irical sc lars.” e calls 
f r gre ter i y et e sc lars a  et ee  sc lars 
a  licy- akers, c cer i g t e erlyi g r ative 
re ises a  greater en ess e  it c es t  a v cacy.1
e c e  t e eff rt t  rei state er a  litics i  
gl al ealt  a  agree t at “a rely e irical evi e ce- ase  
a r ac  is a ficti ,” a  t at s c  a vie  risks c veri g  
“t e r le f litics a  er.” t y c trasti g t is ficti  
it  gl al ealt  researc  “ rive  y crises, t iss es, a  
t e c cer s f rga ize  i terest gr s,” as a “ at  e are 
tryi g t  ve a ay fr ,” s is s itti g t  a li eral 
c ce ti  f litics e i licitly criticizes t e tc es 
f.1  li eral vie  f litics eva es t e c stit ti g r le f 
c flicts a  re ces it t  eit er a rati alistic, ec ic 
calc lati , r a  i ivi al esti  f ral r s. is 
is ec  i  s e  e states t at “it is t ssi le t  
isc ss t  litics f gl al e lt t t isc ssi g t e 
r ative re ises e i  t e litics.”1 t at if e 
take t e litical as t e ri ary level  t e ative as 
sec ary, r erive  fr  t e litic ?
at is at e ill try t   ere, y i tr ci g a  
alter ative c ce t alizati  f t e litical a  e ce free 
s fr  t e “false ile a” s als  a ts t  esca e. 
“ lt g  c str ctivists ave e asize   erlyi g 
r ative str ct res c stit te act rs’ i e tities a  
i terests, t ey ave rarely treate  t ese r ative str ct res 
t e selves as efi e  a  i f se  y er, r e asize  
 c stit tive effects als  are ex ressi s f er.”2 is 
is t e starti g i t f r t e litical t e rist a tal ffe, 
a  er res se is  evel  a  t l gical c ce ti  f
t e itical, ere “t e litical el gs t  r t l gical
c iti .”3 cc r i g t  ffe, s ciety is i stit te  
thr g  c nflict. “[ ]y ‘t e litical’ I ea  t e i e si  f 
a tag is  ich I take t  e c stit tive f a  s cieties, 
ile y ‘ litics’ I ea  t e set f ractices a  i stit ti s 
t r g  ic  a  r er is create , rga izi g a  
c existe ce i  t e c text f c flict ality r vi e  y t e 
litical.”3  iss e r a t ic ee s t  e c teste  t  ec e 
litical, a  s c  a c testati  c cer s lic acti  a  
creates a ‘ e’ a  ‘t ey’ f r  f c llective i e tificati . t 
t e fixati  f s cial relati s is artial a  recari s, si ce 
a tag is  is a  ever rese t ssi ility.  liticize a  iss e 
a  e a le t  ilize s rt, e ee s t  re rese t t e 
rl  i  a c flict al a er “ it  se  ca s it  
ic  e l  ca  i e tify.”3 
s ses t e case f “i creasi g i ter ati al ai  s i g
 I S treat e t” t  ill strate is i t.1 e fra es t e 
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Methods
Using a descriptive case study approach,27,28 we sought to 
compare the path of the development of the profession of 
healthcare management in Ethiopia with experiences in the 
professionalization of healthcare management in the United 
States. We selected these two countries as paradigmatic 
cases29 through which to identify convergent and divergent 
experiences between country settings, resulting in a set of 
themes for future testing.
To understand the history of healthcare management in 
the United States, we conducted a semi-structured review 
of the peer-reviewed and grey literature, with emphasis 
on historical descriptions from healthcare management 
textbooks and published historical syntheses provided by 
relevant professional associations. To describe the more 
recent history of healthcare management in Ethiopia, we drew 
on a decade of our experience implementing and evaluating 
efforts to build management capacity in Ethiopia.5,7,30-32 We 
supplemented this experience with study of the peer-reviewed 
literature, starting with country-specific searches for “health 
management” and “healthcare management,” reviewing 
abstracts to identify relevant resources, and following up on 
references as appropriate.
Common Themes in Professionalization
Many prominent development organizations, including 
the World Health Organization (WHO), the World Bank, 
and numerous others, have attempted to address gaps in 
healthcare management capacity through in-service training 
and mentoring programs.15,19 While short-courses and 
applied training programs can be a helpful stopgap for the 
healthcare professionals who find themselves in managerial 
roles, we envision a broader, more strategic set of common 
themes in the transition toward a comprehensively prepared, 
professional workforce of health managers (Box 1).
 
Theme 1: A Country Context in Which Management 
Expertise Is Demanded
The first common theme in the professionalization of 
healthcare management in the United States and Ethiopia was 
a shift in country context toward increased demand for the 
expertise of a cadre of health managers. In the United States, 
calls for the professionalization of healthcare management 
began in the early 1900s as medical discoveries (eg, the advent 
of antisepsis and anesthesia, the development of modern 
surgery, and the discovery of antibiotics) attracted patients 
to seek medical care in hospitals as opposed to being treated 
at home.33,34 During this time, the hospital industry in the 
United States grew from 4 hospitals and 780 beds per million 
people in 1875 to about 60 hospitals and 7400 beds per million 
people in 1925.33,35 
The severe economic constraints of the Great Depression in the 
late 1920s and early 1930s accentuated the need for healthcare 
administrators who could apply business acumen in the large 
and growing hospital sector. In 1932, The Committee on the 
Costs of Medical Care highlighted this evolving need for more 
sophisticated management of medical care33:
“Hospitals and clinics are not only medical institutions, they 
are also social and business enterprises, sometimes very 
large ones. It is important, therefore, that they be directed 
by administrators who are trained for their responsibilities 
and can understand and integrate the various professional, 
economic, and social factors involved.”
Academics took up the challenge as Michael Davis from the 
University of Chicago published Hospital Administration, A 
Career: The Need for Trained Executives for a Billion Dollar 
Business, and How They May Be Trained in 1929.33 The 
hospital industry trade journals followed suit, underscoring 
the increasing pressure to manage dwindling resources. 
As Malcom Meacher wrote in 1932 in the Bulletin of the 
American Hospital Association (AHA): 
“Stock crashes, bank failures, frozen assets, depreciated 
earnings, diminished benefactions, together with lessened 
payment by patients and decreasing departmental earnings 
and all that comes in the wake of these, have depleted the 
hospital treasury. Hospital trustees and executives are 
staggering under the valiant attempt to maintain adequate 
standards in order to insure safe and efficient care of their 
patients.”36
In Ethiopia, the demand for the expertise in healthcare 
management was driven by several factors. First, having met 
basic standards for access to primary care, the Ministry of 
Health shifted its focus to promoting the quality of medical 
care, particularly as a growing middle class demanded better 
healthcare services. Increasing demand for management 
expertise has also resulted from Ethiopia’s efforts to 
decentralize governance and control of finances to the hospital 
and district health office level improve healthcare system 
responsiveness and efficiency.37,38 Additionally, the increasing 
complexity of the health sector (eg, the introduction of third 
party financing, quality monitoring, and growing regulatory 
efforts) required more nuanced managerial approaches 
to successfully navigate. Taken together, these contextual 
factors generated demand for managerial competencies and 
set the stage for a movement toward professionalization—a 
movement supported by investment in the next four thematic 
areas. 
Theme 2: A National Framework That Elevates a Professional 
Management Role
The second common theme in the professionalization of 
healthcare management in the United States and Ethiopia was 
a national framework or set of supporting policies that elevated 
the professional management role to attract, empower, and 
reward management expertise. As in many LMIC settings 
today, most hospitals in the United States in the 1920s and 
1930s were led by clinicians who acquired administrative 
responsibilities with no formal training or experience in 
administration.33 This later evolved into the esteemed Chief 
Box 1. Common Themes in the Professionalization of Healthcare 
Management
1. A country context in which healthcare management is demanded
2. A national framework that elevates a professional management role
3. Standards for healthcare management, and a monitoring function to 
promote adherence to standards 
4. A graduate-level educational path to ensure a pipeline of well-prepared 
healthcare managers 
5. Professional associations to sustain and advance the field
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Executive Officer (CEO) position, a highly selective role with 
authority to lead and affect change in the organization.
An exemplar of this type of reform comes from Ethiopia, 
where a 10-year investment in hospital management was 
grounded in reform of civil service regulations to achieve 
the following: (1) creation of a full-time CEO role with clear 
and comprehensive job responsibilities, as well as selection 
and performance review criteria,26,30,39 (2) establishment of 
governing boards to manage CEO performance and hold 
the position accountable to both the government and the 
community,32 and (3) creation of locally-controlled revenue 
streams to reward good management and entrepreneurialism 
(eg, the endorsement of private wings in Ethiopia’s public 
hospitals and policies to allow for local retention of revenue 
for future health system investment).40-43 This CEO role, 
shown to be fulfilled successfully by physicians or non-
physicians,44 presumes full-time dedication to management 
and leadership functions, involving both internal problem 
solving and strategic management of external community 
environments.26,30,32,36,39-44
Theme 3: Standards for Healthcare Management, and a 
Monitoring Function to Promote Adherence to Standards
As professions emerge, a set of technical, ethical, and/or 
performance standards are used to define expectations for the 
profession.45 In the United States, the earliest performance 
standards for healthcare management were codified at the 
organizational level (hospital accreditation), rather than the 
individual level (licensure). Professional healthcare managers 
were expected to create and maintain hospital management 
systems in compliance with accreditation standards. 
Hospital accreditation was first established in the United 
States by the American College of Surgeons (ACS) in 1917.46 
The ACS’s “Minimum Standard for Hospitals” began as a 
single page of requirements, and evolved to become today’s 
Joint Commission, an independent accrediting body which 
authorizes over 21 000 healthcare organizations and programs 
in the United States.47 Since the early 1990s, accreditation has 
been adopted in a number of LMICs as a strategy to improve 
basic health service quality.48 Some of these accreditation 
programs have been launched as part of larger “pay for 
performance” financing reforms49-54; others have emerged 
as government-led efforts to directly quantify and improve 
management capacity in meaningful ways. 
In Ethiopia, the first set of hospital management standards 
(referred to as “the Blueprint”) were derived directly from 
government hospitals through the collaborative experiences 
of foreign healthcare management mentors and their local 
counterparts as part of the “Ethiopian Hospital Management 
Initiative,” a multi-year collaboration between the Federal 
Ministry of Health, the Clinton Health Access Initiative, 
and Yale University to improve hospital quality.30 These 
management standards were subsequently endorsed by 
the Ministry of Health as the “Ethiopian Hospital Reform 
Implementation Guidelines” (EHRIG). Adherence to the 
EHRIG standards is now incorporated into Ethiopia’s 
hospital performance monitoring system as the first of 36 key 
performance indicators on which hospitals are evaluated by 
Ministry of Health officials.55-57
Theme 4: A Graduate-Level Educational Path to Sustain a 
Pipeline of Well-Prepared Healthcare Managers
The fourth common theme in the United States and Ethiopia 
was the establishment of a well-respected, graduate-level 
educational path to attract, equip, and sustain a high-level 
professional cadre. The educational path should provide 
both didactic and practical preparation. Such a combination 
of classroom studies and fieldwork was used in the earliest 
healthcare administration programs in the United States, 
and continues today. The first bachelors-level program 
was established at Marquette University in 1926, but the 
professional status of the field was elevated when, in 1934, the 
University of Chicago developed the first graduate program 
in hospital administration based on the model of one year of 
coursework followed by one year of practical experience called 
an administrative residency. Other universities replicated this 
model, and the number of graduate programs in healthcare 
administration grew from 9 programs in the 1940s to 18 
programs by the 1950s and 33 programs by the 1960s.58 In 
1968, the Accrediting Commission on Graduate Education 
for Hospital Administration, known today as the Commission 
on Accreditation of Healthcare Management Education, was 
incorporated as the accrediting agency for graduate programs 
in health administration. Today, the United States has 88 
accredited graduate programs in healthcare management and 
administration.59 
In many LMICs, graduate-level educational programs 
in healthcare management are few in number.19-21,60 As a 
cornerstone of their hospital reform efforts, and with initial 
focus on the newly-created CEOs described above, Ethiopia 
established its first Masters in Healthcare Administration 
(MHA) at Jimma University in 2009. By 2016, MHA programs 
were offered by five public universities across the country.7,22,39 
These curricula combined didactic education and mentored 
independent fieldwork, and engaged well-respected national 
and international academic institutions. As a signal of political 
commitment to the profession and the individual participants, 
the Ministry of Health covered the costs of participation in 
early student cohorts.
Theme 5: Professional Associations to Sustain and Advance 
the Field 
Professional associations provide both the networking and 
career development opportunities required for a new cadre 
of professional health managers to continue to elevate, 
advocate for, and sustain their roles within countries. 
In the United States, the first professional association in 
hospital administration dates back to 1899, when hospital 
superintendents, predecessors to the CEO role, came together 
to understand and navigate their increasingly complex US 
healthcare landscape. Even before the creation of the first 
graduate program in hospital administration in the United 
States, a group of practicing administrators founded the 
American College of Hospital Administrators in 1933 (now 
the American College of Healthcare Executives [ACHE]), 
with an emphasis on non-clinical administrators.58 Today, 
ACHE boasts almost 50 000 members across 79 chapters, 
offers board certification for healthcare executives, and 
convenes members for continuing education, networking, 
and mentoring through both an annual Congress and regional 
Linnander et al
International Journal of Health Policy and Management, 2017, 6(10), 555–560558
chapter events, all in service to the holistic development of the 
profession.61,62 
In contrast, investments in healthcare management in 
the Ethiopian context have been driven primarily by the 
Ministry of Health and development partners. MHA 
program alumni have come together to form the country’s 
first Ethiopian Society of Healthcare Administrators to 
advocate for the profession, influence supporting policy, and 
promote continuing professional development opportunities. 
Professional associations like this one may help to promote 
the continued growth and evolution of the newly-established 
profession as it gains a foothold, but this potential impact is 
yet to be demonstrated. 
Discussion
This paper outlines five components that can inform the 
creation of a long-term national strategy for the development 
of a professional cadre of healthcare managers in LMIC 
settings. The five common themes – a demand for management 
expertise, elevation of the management role, standards for 
healthcare management systems, a graduate-level educational 
path, and professional associations – are synergistic. This 
type of holistic strategy, currently exemplified in Ethiopia, is 
unlikely to emerge without exceptional country leadership to 
align health policy reform, development partner investment, 
and university engagement. Commitment at all levels is critical, 
as large-scale shifts in professional trajectories take time, and 
investments in healthcare management capacity challenge the 
status quo on multiple levels1 as empowered managers begin 
to advocate more proactively with government officials and 
clinical professional groups. 
At the same time, it is important to consider the potential for 
unintended effects of professionalization. A more empowered 
cadre of healthcare executives has the potential to overpower 
the community voice in healthcare reform.63,64 That said, 
community and client engagement is at the heart of effective 
management practices, and approaches to amplify the 
perspectives of community members (eg, the use of community 
scorecards and creation of community member seats on 
governing boards) are commonly promoted in management 
education and professional standards. Professionalization 
may also result in fragmentation in the authority for 
management and clinical objectives.65 Accordingly, 
management education and career development programs 
must equip healthcare managers to work effectively across 
boundaries between management and clinical professionals. 
In high-income countries, healthcare organizations include 
clinicians and non-clinicians in both senior management and 
governing board roles, and quality improvement projects and 
approaches commonly bridge professional and organizational 
boundaries to address complex challenges in pursuit of more 
effective healthcare. Ultimately, professionalization requires 
devolution of managerial authority, a power that could 
be corrupted. Our hope is that by establishing a national-
level strategy, alignment can be found between regulatory, 
financing, education, and service delivery systems to create 
checks and balances across functions. 
Our findings should be interpreted in light of the limitations 
of the study design. First, we highlighted a set of common 
themes rather than a causal explanation of how healthcare 
management becomes professionalized. Future prospective 
studies may be useful to assessing causal inferences. 
Nevertheless, the patterns identified provide useful insights 
about the professionalizing of healthcare management, 
and our findings are consistent with sociological study of 
professionalization in other technical fields, which emphasizes 
specialized training and expertise, authority and autonomy, 
regulation, and creation of group identity.66-68 Second, our 
results are based on historical analysis and implementation 
experiences in two country settings, and results may differ in 
other country contexts. We anticipate that the specific design 
and timing of various components of professionalization 
must be tailored to the unique context of each country.23 For 
example, in the United States, hospital standards generated 
by the ACS, as well as the establishment of the AHA and 
ACHE were early drivers of professionalization for healthcare 
managers. In other country contexts in which professional 
lobbies are not well developed or even discouraged, 
reform will likely start through centrally-driven initiatives. 
Additional implementation science research is required to 
understand the extent to which these themes are consistent 
with experiences in other LMIC country settings, and to 
evaluate the potentially synergistic impact of investment in 
some or all of these thematic areas.69 
The five interrelated themes presented here, identified 
through historical analysis and implementation experience 
across two very different country settings, may serve as 
guideposts as LMICs seek to move from discrete investments 
in management capacity toward a more strategic, sustainable 
plan for the development of a professional healthcare 
management workforce. A professional cadre of healthcare 
managers, able to effectively balance broader regulatory, 
financial, and service delivery reforms, is a solid foundation 
on which to build better health systems and, ultimately, 
improved health outcomes.
Ethical issues 
Not applicable.
Competing interests 
Authors declare that they have no competing interests. 
Authors’ contributions 
ELL and EHB conceived of the manuscript; all authors made substantive 
contributions to the perspective and reviewed and approved the final manuscript. 
Authors’ affiliations 
1Yale School of Public Health, Yale University, New Haven, CT, USA. 2Yale 
Global Health Leadership Institute, Yale University, New Haven, CT, USA.
References
1. Bradley EH, Taylor LA, Cuellar CJ. Management matters: a 
leverage point for health systems strengthening in global health. 
Int J Health Policy Manag. 2015;4(7):411-415. doi:10.15171/
ijhpm.2015.101
2. World Health ORganization. The WHO Health Systems 
Framework. http://www.wpro.who.int/health_services/health_
systems_framework/en/. Accessed March 24, 2015.
3. World Health Organization. The World Health Report 2000 - 
Health systems: improving performance. http://www.who.int/
whr/2000/en/. Accessed March 24, 2015. Published 2000.
4. Fetene N, Linnander E, Fekadu B, et al. The Ethiopian health 
extension program and variation in health systems performance: 
what matters? PLoS One. 2016;11(5):e0156438. doi:10.1371/
Linnander et al
International Journal of Health Policy and Management, 2017, 6(10), 555–560 559
journal.pone.0156438
5. Bradley EH, Byam P, Alpern R, et al. A Systems Approach to 
Improving Rural Care in Ethiopia. PLoS One. 2012;7(4):e35042. 
doi:10.1371/journal.pone.0035042
6. Conn CP, Jenkins P, Touray SO. Strengthening health 
management: experience of district teams in The Gambia. Health 
Policy Plan. 1996;11(1):64-71. doi:10.1093/heapol/11.1.64
7. Kebede S, Mantopoulos J, Ramanadhan S, et al. Educating 
leaders in hospital management: A pre-post study in Ethiopian 
hospitals. Glob Public Health. 2012;7(2):164-174. doi:10.1080/1
7441692.2010.542171
8. Kwamie A, Dijk Hv, Agyepong I. Advancing the application of 
systems thinking in health: realist evaluation of the Leadership 
Development Programme for district manager decision-making 
in Ghana. Health Res Policy Syst. 2014;12:29. doi:10.1186/1478-
4505-12-29
9. Mutale W, Stringer J, Chintu N, et al. Application of balanced 
scorecard in the evaluation of a complex health system 
intervention: 12 months post intervention findings from the 
BHOMA intervention: a cluster randomised trial in Zambia. PLoS 
One. 2014;9(4):e93977. doi:10.1371/journal.pone.0093977
10. Sucaldito NL, Tayag EA, Roces MC, Malison MD, Robie BD, 
Howze EH. The Philippines Field Management Training Program 
(FMTP): strengthening management capacity in a decentralized 
public health system. Int J Public Health. 2014;59(6):897-903. 
doi:10.1007/s00038-014-0603-5
11. Umble KE, Brooks J, Lowman A, et al. Management training in 
Vietnam’s National Tuberculosis Program: an impact evaluation. 
Int J Tuberc Lung Dis. 2009;13(2):238-246. 
12. Egger D, Travis P, Dovlo D, Hawken L. Strengthening 
management in low-income countries. Making health systems 
work. Working paper No. 1. Geneva: World Health Organization; 
2005. http://www.who.int/management/general/overall/
Strengthening%20Management%20in%20Low-Income%20
Countries.pdf. Accessed November 15, 2016.
13. Banaszak-Holl J, Nembhard IME, Taylor L, Bradley EH. 
Leadership and Management: A Framework for Action. Shortell 
and Kaluzny’s Healthcare Management: Organization Design 
and Behavior. Cengage Learning; 2011.
14. Buchbinder SB, Shanks NH. Introduction To Health Care 
Management. 2nd ed. Burlington, MA: Jones & Bartlett Learning; 
2012. 
15. Dwyer J, Paskavitz M, Vriesendorp S, Johnson S. Occasional 
Paper No. 4. An urgent call to professionalize leadership and 
management in health care worldwide. https://www.k4health.org/
sites/default/files/An-Urgent-Call-to-Professionalize-Leadership-
and-Management-in-Health-Care-Worldwide.pdf. Accessed 
November 15, 2016. Published 2006.
16. Starr P. The Social Transformation of American Medicine. New 
York: Basic Books; 1982. 
17. Willis-Shattuck M, Bidwell P, Thomas S, Wyness L, Blaauw 
D, Ditlopo P. Motivation and retention of health workers in 
developing countries: a systematic review. BMC Health Serv 
Res. 2008;8:247. doi:10.1186/1472-6963-8-247
18. Franco LM, Bennett S, Kanfer R. Health sector reform and public 
sector health worker motivation: a conceptual framework. Soc 
Sci Med. 2002;54(8):1255-1266. 
19. Schwarcz SK, Rutherford GW, Horvath H. Training for better 
management: avante Zambezia, PEPFAR and improving the 
quality of administrative services: Comment on “Implementation 
of a health management mentoring program: year-1 evaluation of 
its impact on health system strengthening in Zambezia province, 
Mozambique.” Int J Health Policy Manag. 2015;4(11):773-775. 
doi:10.15171/ijhpm.2015.136
20. Edwards LJ, Moises A, Nzaramba M, et al. Implementation of a 
health management mentoring program: year-1 evaluation of its 
impact on health system strengthening in Zambezia Province, 
Mozambique. Int J Health Policy Manag. 2015;4(6):353-361. 
doi:10.15171/ijhpm.2015.58
21. Matovu JK, Wanyenze RK, Mawemuko S, Okui O, Bazeyo W, 
Serwadda D. Strengthening health workforce capacity through 
work-based training. BMC Int Health Hum Rights. 2013;13:8. 
doi:10.1186/1472-698X-13-8
22. Special Issue: Improving Rwandan hospital management 
capacity. On the Horizon. 2016;24(4). 
23. Aryankhesal A. Strategic Faults in Implementation of Hospital 
Accreditation Programs in Developing Countries: Reflections on 
the Iranian Experience. Int J Health Policy Manag. 2016;5(9):515-
517. doi:10.15171/ijhpm.2016.70
24. Kassebaum NJ, Bertozzi-Villa A, Coggeshall MS, et al. Global, 
regional, and national levels and causes of maternal mortality 
during 1990-2013: a systematic analysis for the Global Burden 
of Disease Study 2013. Lancet. 2014;384(9947):980-1004. 
doi:10.1016/S0140-6736(14)60696-6
25. Wang H, Liddell CA, Coates MM, et al. Global, regional, and 
national levels of neonatal, infant, and under-5 mortality 
during 1990-2013: a systematic analysis for the Global Burden 
of Disease Study 2013. Lancet. 2014;384(9947):957-979. 
doi:10.1016/S0140-6736(14)60497-9
26. Hartwig K, Pashman J, Cherlin E, et al. Hospital management in 
the context of health sector reform: a planning model in Ethiopia. 
Int J Health Plann Manage. 2008;23(3):203-218. doi:10.1002/
hpm.915
27. Dogan M, Pelassy D. How to Compare Nations : Strategies in 
Comparative Politics. 2nd ed. Chatham, UK: Chatham House; 
1990. 
28. Stake RE. The Art of Case Study Research. Thousand Oaks: 
Sage Publications; 1995. 
29. Flyvbjerg B. Five misunderstandings about case-study research. 
Qual Inq. 2006;12(2):219-245. doi:10.1177/1077800405284363
30. Bradley E, Hartwig KA, Rowe LA, et al. Hospital quality 
improvement in Ethiopia: a partnership-mentoring model. Int 
J Qual Health Care. 2008;20(6):392-399. doi:10.1093/intqhc/
mzn042
31. Linnander E, McNatt Z, Sipsma H, et al. Use of a national 
collaborative to improve hospital quality in a low-income setting. 
Int Health. 2016;8(2):148-153. doi:10.1093/inthealth/ihv074
32. McNatt Z, Thompson JW, Mengistu A, et al. Implementation of 
hospital governing boards: views from the field. BMC Health 
Serv Res. 2014;14:178. doi:10.1186/1472-6963-14-178
33. Rosner D. A brief history of healthcare management. In: Haddock 
CC, McLean RA, Chapman RC, eds. Careers in Healthcare 
Management: How to Find Your Path and Follow It. Chicago: 
Health Administration Press; 2002:1-7.
34. Rosner D. Doing well or doing good: the ambivalent focus of 
hospital administration. In: Long D, Golden J, eds. The American 
General Hospital: Communities and Social Contexts. Ithica, New 
York: Cornell University Press; 1989:157-169.
35. Chart of US Population, 1790-2000. http://www.census-charts.
com/Population/pop-us-1790-2000.html. Accessed March 10, 
2017.
36. MacEachern MT. Some economic problems affecting hospitals 
today and suggestions for their solution. Bulletin of the American 
Hospital Association. 1932;6(7):58-67. 
37. El-Saharty S, Kebede S, Dubusho PO, Siadat B. Ethiopia: 
Improving health service delivery. http://siteresources.world-
bank.org/HEALTHNUTRITIONANDPOPULATION/Resourc-
es/281627-1095698140167/EthiopiaHealthSystemDelivery.pdf. 
Accessed March 13, 2017. Published 2009.
38. Federal Ministry of Health (FMOH). Health Sector Development 
Linnander et al
International Journal of Health Policy and Management, 2017, 6(10), 555–560560
Programme IV, 2010/11 - 2014/15. Addis Ababa, Ethiopia; 2011. 
39. Kebede S, Abebe Y, Wolde M, Bekele B, Mantopoulos J, Bradley 
EH. Educating leaders in hospital management: a new model in 
Sub-Saharan Africa. Int J Qual Health Care. 2010;22(1):39-43. 
doi:10.1093/intqhc/mzp051
40. Ambelie YA, Demssie AF, Gebregziabher MG. Patients’ 
satisfaction and associated factors among private wing patients 
at Bahirdar Felege Hiwot Referral Hospital, North West Ethiopia. 
Sci J Public Health. 2014;2(5):417-423. 
41. Zewdie BB. The role of private wing set up in public hospitals in 
reducing medical professionals’ turnover. Journal of Studies in 
Management and Planning. 2015;1(11):14-23. 
42. Dhaba S, Abdulahi S, Waqijira  A, et al. Innovation and performance 
improvement: sharing experiences from four hospitals in Oromia 
region. Quarterly Health Bulletin. 2010;3(2):40-53. 
43. Ageze L, Abt Associates Inc. Revenue retention for quality 
in health care in Ethiopia. Global Health Council, 35th Annual 
International Conference; May 27-31, 2008; Washington, DC.
44. Sarto F, Veronesi G. Clinical leadership and hospital performance: 
assessing the evidence base. BMC Health Serv Res. 2016;16 
Suppl 2:169. doi:10.1186/s12913-016-1395-5
45. Larson MS. The Rise of Professionalism: A Sociological Analysis. 
Berkeley, CA: University of California Press; 1978. 
46. The Joint Commission. The Joint Commission: over a century of 
quality and safety. https://www.jointcommission.org/assets/1/6/
TJC_history_timeline_through_2015.pdf. Accessed November 
15, 2016. Published 2015.
47. Brauer CM, Joint commission on Accreditation of Healthcare 
Organizations. Champions of quality in health care: a history of 
the joint commission on accreditation of healthcare organizations. 
Lyme, Conn: Greenwich Publishing Group; 2001. 
48. Smits HL, Leatherman S, Berwick DM. Quality improvement in 
the developing world. Int J Qual Health Care. 2002;14(6):439-
440. doi:10.1093/intqhc/14.6.439
49. Borem P, Valle EA, De Castro MSM, et al. Pay for performance 
in Brazil: UNIMED-Belo Horizonte Physician Cooperative. 
Health Systems 20/20 project. https://www.hfgproject.org/
pay-performance-brazil-unimed-belo-horizonte-physician-
cooperation/. Accessed November 15, 2016. Published 2010.
50. Bashir H, Kasmi S, Eichler R, Beith A, Brown E. Pay for 
performance: imprroving maternal health services in Pakistan. 
Health Systems 20/20 project. https://www.hfgproject.org/
wp-content/uploads/2015/02/Pay-for-Performance-Improving-
Maternal-Health-Services-in-Pakistan.pdf. Accessed November 
15, 2016.
51. Dimovska D, Sealy S, Bergkvist S, Pernefeldt H. Innovative pro-
poor healthcare financing and delivery models. Washington, DC: 
Results for the Development Institute; 2009. 
52. Gonzalez G, Eichler R, Beith A. Pay for performance for women’s 
health teams and pregnant women in the Philippines. Health 
Systems 20/20. https://www.scribd.com/document/42589748/
P4P-Women-s-Health-Team-and-Pregnant-Women-in-the-
Philippines. Accessed November 15, 2016. Published 2010.
53. Kilonzo M, Senauer K, Switlick-Prose K, Eischler R. Paying for 
performance: The Reproductive Output Based Aid Program 
in Kenya. Healthy Systems 20/20 Project. http://www.gpoba.
org/sites/gpoba/files/Kenya_MSK_Brief_Format_7.9.10.pdf. 
Accessed November 15, 2016. Published 2010.
54. Warren C, Abuya T, Obare F, et al. Evaluation of the impact of the 
voucher and accreditation approach on improving reproductive 
health behaviors and status in Kenya. BMC Public Health. 
2011;11:177. doi:10.1186/1471-2458-11-177
55. McNatt Z, Linnander E, Endeshaw A, Tatek D, Conteh D, 
Bradley EH. A national system for monitoring the performance of 
hospitals in Ethiopia. Bull World Health Organ. 2015;93(10):719-
726. doi:10.2471/BLT.14.151399
56. Cleveland EC, Dahn BT, Lincoln TM, Safer M, Podesta M, 
Bradley E. Introducing health facility accreditation in Liberia. 
Glob Public Health. 2011;6(3):271-282. doi:10.1080/17441692.
2010.489052
57. Rowe LA, Brillant SB, Cleveland E, et al. Building capacity in 
health facility management: guiding principles for skills transfer 
in Liberia. Hum Resour Health. 2010;8:5. doi:10.1186/1478-
4491-8-5
58. Stevens R. In sickness and in wealth: American hospitals in 
the twentieth century. Baltimore: The Johns Hopkins University 
Press; 1999. 
59. Commisson on Accreditation of Healthcare Management 
Education. CAHME Update. AUPHA Annual Meeting June, 
2016; Kansas Citi, MO.
60. Ijsselmuiden CB, Nchinda TC, Duale S, Tumwesigye NM, 
Serwadda D. Mapping Africa’s advanced public health education 
capacity: the AfriHealth project. Bull World Health Organ. 
2007;85(12):914-922. 
61. Finley FR, Ivanitskaya LV, Kennedy MH. Mentoring junior 
healthcare administrators: a description of mentoring practices 
in 127 U.S. hospitals. J Healthc Manag. 2007;52(4):260-269. 
62. Rabbani F, Shipton L, White F, et al. Schools of public health 
in low and middle-income countries: an imperative investment 
for improving the health of populations? BMC Public Health. 
2016;16:941. doi:10.1186/s12889-016-3616-6
63. Freund PES, McGuire MB. Health, Illness, and the Social Body: 
A Critical Sociology. 2nd ed. Englewood Cliffs, NJ: Prentice Hall; 
1995. 
64. Johnson TJ. Professions and Power. London: Macmillan; 1972. 
65. Pool J. Hospital management: integrating the dual hierarchy? Int 
J Health Plann Manage. 1991;6(3):193-207. 
66. Perks RW. Accounting and Society. London: Chapman & Hall; 
1993. 
67. Freidson E. Profession of Medicine; A Study of the Sociology of 
Applied Knowledge. New York: Dodd, Mead; 1970. 
68. Freidson E. Professionalism Reborn: Theory, Prophecy, and 
Policy. Chicago: University of Chicago Press; 1994. 
69. Ayeleke RO, North N, Wallis KA, Liang Z, Dunham A. Outcomes 
and impact of training and development in health management 
and leadership in relation to competence in role: a mixed-
methods systematic review protocol. Int J Health Plann Manage. 
2016;5(12):715-720.
